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A complaint investigation survey was conducted The governing body must exercise
at the facility 5/23/16 through 5/27/16. At the time :’i?nert‘j“ D°“°‘;*h b“d% and_operating
of the survey the facility census was sixty seven  direction over the facility.
and the sample was fifteen. The survey identified . %
Immediate Jeopardy related to W148, " The The Wyoming Department of Health,
facility must develop and implement written Behavioral Health Division has contracted
policieds and procedures that prohibit with a national consulting firm beginning
mistreatment, neglect or abuse of the client " . June 13, 2016 to provide a highly qualified
The facility was informed of this Immediate and experienced Interim Superintendent to
Jeopardy situation on 5/26/16 at 3:05 PM. The provide  consistent leadership  and
facility was asked for a plan to remove the management to maintain a stable work
Immediate Jeopardy situation and provided an environment.  Responsible  Person(s):
acceptable plan on 5/27/16 at 12:30 PM. Wyoming  Department of  Health,
W 104 | 483.410(a)(1) GOVERNING BODY W 104, Behavioral Health Division, Senior
Administrator 6/13/16

The governing body must exercise general policy,

budget, and operating direction over the facility. The Superintendent will provide the

oversight, monitoring and review of QAPI
reports, revision of policies; ensure

necessary staffing, resources, equipment
This STANDARD is not met as evidenced by: ary 5 > cduipment,

. and training resources. Responsible
Based on interview and record review, the facility Person(s): gSup erintendent Beiavioral
' s Governing Body failed to provide consistent Health Division, Senior Adn‘;inistrator k 6/13/16
leadership to maintain a stable work environment, ?

affecting all sixty seven clients at the facility. A Quarterly Oversight Committee, chaired

Findings include: by the BHD Senior Administrator, has

been developed to provide monitoring and

During observations in a facility day program compliance of all policies and procedures

' building on 5/23/16 at 10:30 AM, a listing of to ensure adequate staffing, resources, and

- Superintendents was posted on a bulletin board. equipment is available to provide

| This list indicated there had been four individuals with active treatment and to
, Superintendents since 1/10/15 to present. Interim promote their health and safety. The |
. Superintendents worked from 1/10/15 to 4/20/15 Oversight Committee began the week of |

| and 2/6/16 to 5/18/16. One Superintendent was June 3, 2016 while the BHD Senior

| hired from 4/20/15 to 2/6/16. The current Interim Administrator was on campus. As part of

Superintendent was only working part time,

i

the Senior Administrator’s review were

{LABORATORY DIRE 0R'70R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE Q
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Any deﬁ'ciency state(z?{ending with an asterisk ('ﬁenotes a deficiency which the instituti y be excused from correcting prviding it s determined that
other safeguards prdvitie sufficient protection to the patients . (See instructions.) Except fdeffursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a pian of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available 10 the facllity. If deficiencies are cited, an approved plan of correction i$ requisite to continued
program participation.

!
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The facility must ensure that specific client
protections requirements are met.

This CONDITION is not met as evidenced by:
The Condition of Participation for Client
Protections is not met as evidenced by:

Based on interviews and record verification the
facility failed to ensure appropriate systems were
in place to prohibit abuse, neglect, mistreatment
and exploitation of clients in the facility.

1. Immediate Jeopardy was called for neglect on
5/26/16 at 3:05 PM for the facility ' s failure: to
develop and implement policy addressing
essential requirements for providing 1:1
supervision; to provide a system with clear
notifications to ancillary staff members in the
event of emergent life threatening situations;
ensure an updated program plan for one client
was developed that included assessment and
interventions related to all current and serious
target behaviors. (See W149)

2. The facility failed to implement systems for
immediately reporting, thoroughly investigating,
preventing further potential abuse during
investigations, taking and validating appropriate

-Wyoming  Department of  Health,
‘ Behavioral Health Division, Senior

' Committee. Responsible Person(s);
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W 104 | Continued From page 1 W 104 | W-104 Continued
dividing his time between the facility and a state . .
psychiatric hospital in another town. This Interim requested scheduled meetings with 25 staff,
Superintendent started on 5/18/16 and has since inspections conducted of all client care
announced his retirement the end of June, 2016. areas and input from staff from all areas of
operations and client homes, all 7 days, and
During staff interviews starting on 5/23/16 and all shifts. This Senior Admini.strator
throughout the survey, staff said the turnover in reviewed critical policies, worked with the
leadership was difficult and had resulted in Facility Administrator, members of the
unclear guidance and direction for the facility. Administrative Team, and met with the
W 122 | 483,420 CLIENT PROTECTIONS W 122 Guardians. Responsible Person(s):

Administrator 6/3/16-
6/10/16

Continued recruitment for a qualified
permanent Superintendent is ongoing.
Responsible  Person(s): Wyoming
Department of Health, Behavioral Health
Division, Senior Administrator 6/03/16

Wyoming  Department of  Health,
Behavioral Health Division, Senior
Administrator will revisit the facility June
27-28, 2016 to evaluate the progress of the
Plan of Correction, observe client care
areas and meet with staff as requested. The
Senior Administrator will continue to
preside over the Quarterly Oversight

Wyoming  Department of  Health,
Behavioral Health Division, Senior
Administrator 6/27/16-

6/28/16
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dividing his time between the facility and a state
psychiatric hospital in another town. This Interim The facility must ensure that specific
Superintendent started on 5/18/16 and has since client protections requirements are met.
announced his retirement the end of June, 2016. (See WI149. WI153., WI154, WIi55,
W157). Clients #2, #3. #4. #5, #9, #10,
During staff interviews starting on 5/23/16 and #11. #12, #13, #14. #15.
throughout the survey, staff said the turnover in
leadership was difficult and had resulted in Process that looks at and reviews all
unclear guidance and direction for the facility. critical policies and considering any
W 122 | 483.420 CLIENT PROTECTIONS W 122 modifications to the following policies: |
. o 1:1 Staffing policy, Behavioral Safety |
The facility must ensure that specific client Response Team (BSRT) policy and |
protections requirements are met. Abuse/Neglect policy. Responsible
Person: Superintendent 6/21/16
i
| This CONDITION is not met as evidenced by: ‘:n 1]:; ‘r)rllgc:te dhas mbeez d dgss\;elop:gseni?g
: The Condition of Participation for Client P . oy
Protections is not met as evidenced by: requxre'm.ents f9r p?‘owdmg. 11 s.ta ff
Based on interviews and record verification the supervision. This policy provides detailed
facility failed to ensure appropriate systems were mstructions to ensure an 1nd1v1dua11?ed i
in place to prohibit abuse, neglect, mistreatment program plan is identified for each client |
and exploitation of clients in the facility. receiving 1:1 supervision. All staff have
1. Immediate Jeopardy was called for neglect on been trained on the policy and on-going
5126116 at 3:05 PM for the facility ' s failure: to competency  based  monitoring s
develop and implement policy addressing occurring to ensure staff compliance and
essential requirements for providing 1:1 client safety. Responsible Person(s):
supervision, to provide a system with clear Superintendent, Program Managers 6/13/16
notifications to ancillary staff members in the
event of emergent life threatening situations; A policy has been developed to institute a
ensure an updated program plan for one client Behavioral ~Safety Team Response
was developed that included assessment and (BSRT) to ensure a highly effective,
|nterventlons‘ related to all current and serious consistent and rapid response to
target behaviors. (See W149) behavioral emergencies on campus. The
izrﬁ;héﬁ;ﬂﬁ;ﬁ?nt; 'mg:irgel:‘l;slﬁi?;;:; policy identifies roles and responsibilities
; T . g in assigning staff every shift to ensure
preveptmg further potential abuse during adequate numbers of responders are
investigations, taking and validating appropriate available in the event of emergent life
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The facility must ensure that specific client

| protections requirements are met.

This CONDITION is not met as evidenced by:
The Condition of Participation for Client
Protections is not met as evidenced by:

Based on interviews and record verification the
facility failed to ensure appropriate systems were
in place to prohibit abuse, neglect, mistreatment
and exploitation of clients in the facility.

1. Immediate Jeopardy was called for neglect on
5/26/16 at 3:05 PM for the facility ' s failure: to
develop and implement policy addressing
essential requirements for providing 1:1
supervision; to provide a system with clear
notifications to ancillary staff members in the
event of emergent life threatening situations;
ensure an updated program plan for one client
was developed that included assessment and
interventions related to all current and serious
target behaviors. (See W149)

2. The facility failed to implement systems for
immediately reporting, thoroughly investigating,
preventing further potential abuse during
investigations, taking and validating appropriate
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dividing his time between the facility and a state ! . . . .
psychiatric hospital in another town. This Interim thr e:;temnc% Smt{at’o’;ls' I;raﬁm? d‘;’us ?nd
Superintendent started on 5/18/16 and has since ¢ mock codes for the behaviora , satety
announced his retirement the end of June, 2016. ‘ response team began on June 10, 2016 to
evaluate the effectiveness and efficiency
During staff interviews starting on 5/23/16 and of }he team process. Al.l staff hz.we' been
throughout the survey, staff said the turnover in trained on the BSRT policy. All incidents
leadership was difficult and had resuited in where the BSRT has been initiated will be
unclear guidance and direction for the facility. debriefed by the Administrative Team.
W 122 | 483.420 CLIENT PROTECTIONS

W 122 | Responsible ~ Person(s):  Operations
Manager 6/17/16

The Abuse Neglect Policy has been
revised to ensure individuals are free from
abuse, neglect, mistreatment and
exploitation. All staff have been retrained
on this policy with ongoing competency
based monitoring. Policy will be
distributed to Protection and Advocacy,
Inc., WLRC Guardians, and Human

Rights Committee members.
Responsible Person(s): Administrative
Team 6/15/16

The revised Abuse and Neglect policy
rensures  immediate reporting of all
suspected abuse and neglect, thorough and
immediate investigations to prevent
further potential abuse during the
/investigations and ensuring appropriate
corrective actions if violations were
verified. Responsible Person(s):
Superintendent 6/15/16

To provide adequate staffing for timely
and through investigations, a second client
right specialist position was approved on
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W 104

W 122

Continued From page 1

dividing his time between the facility and a state

psychiatric hospital in another town. This Interim
Superintendent started on 5/18/16 and has since
announced his retirement the end of June, 2016.

During staff interviews starting on 5/23/16 and
throughout the survey, staff said the turnover in
leadership was difficult and had resulted in
unclear guidance and direction for the facility.
483.420 CLIENT PROTECTIONS

The facility must ensure that specific client
protections requirements are met.

This CONDITION is not met as evidenced by:
The Condition of Participation for Client
Protections is not met as evidenced by:

Based on interviews and record verification the
facility failed to ensure appropriate systems were
in piace to prohibit abuse, neglect, mistreatment
and exploitation of clients in the facility.

1. Immediate Jeopardy was called for neglect on
5/26/16 at 3:05 PM for the facility ' s failure: to
develop and implement policy addressing
essential requirements for providing 1:1
supervision; to provide a system with clear
notifications to ancillary staff members in the
event of emergent life threatening situations;
ensure an updated program plan for one client
was developed that included assessment and
interventions related to all current and serious
target behaviors. (See W149)

2. The facility failed to implement systems for
immediately reporting, thoroughly investigating,
preventing further potential abuse during
investigations, taking and validating appropriate

W 104

W 122

W-122 Continued

June 4, 2016 by the Senior Administrator

i for BHD. Upon approval to fill this
| position by the State Human Resource

Department, active recruitment will begin,
Additional administrative support will be
provided to both investigators to assist in
processing the investigations.
Responsible Person(s): Human Resource
Manager

The current client rights position duties
have been changed to allow for timely and
through investigations to be completed.
Responsible Person(s): Superintendent

A national firm that provides intensive
training in investigations and system wide
review of policies and training has been
contacted. Training will be scheduled in
August and completed by August 31,
2016. Responsible Person(s): Human
Resource Manager

An agenda was developed to be utilized
for all Shift Change Meetings to include a
reminder to staff to immediately report
any suspected abuse or neglect. All Area
Unit Supervisors and Shift Supervisors
will be trained on the use of this agenda,
The agenda will be used at all Shift
Change Meetings. Responsible Person(s):
Program Managers

i
{

|

7/1/16

6/13/16

August
2016

6/17/16
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essential requirements for providing 1:1
supervision; to provide a system with clear
notifications to ancillary staff members in the
event of emergent life threatening situations;
ensure an updated program plan for one client
was developed that included assessment and
interventions related to all current and serious
target behaviors. (See W149)

2. The facility failed to implement systems for
immediately reporting, thoroughly investigating,
preventing further potential abuse during
investigations, taking and validating appropriate

i
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W 104 | Continued From page 1 W 104 | W-122 Continued
dividing his time between the facility and a state
psychiatric hospital in another town. This Interim Implement Don’t Wait, Tomorrow is Too
Superintendent started on 5/18/16 and has since Late! Campaign and cards were
announced his retirement the end of June, 2016. distributed to staff beginning June 10,
2016.  Responsible Person(s): Program
During staff interviews starting on 5/23/16 and Managers 6/17/16
throughout the survey, staff said the turnover in
leadership was difficult and had resulted in Revise the Walk-A-About (facility wide
unclear guidance and direction for the facility. rounds) checklist and retrain identified
W 122 | 483.420 CLIENT PROTECTIONS W 122 staff to include monitoring and interview
with 1:1 staff to ensure that the Behavior
The facility must ensure that specific client Support Plan is being fully implemented.
protections requirements are met. The results of the Walk-A-About will be
reviewed in the QAPI meetings quarterly.
Walk-A-About menbers will
. ) i immediately offer technical assistance to
Protections is not met as evidenced by: Person(s): QAPI Manager 6/17/16
Based on interviews and record verification the o ege -
facility failed to ensure appropriate systems were EThe Fa(flhty wnl'l increase t},le frequem.:y of
in place to prohibit abuse, neglect, mistreatment the Policy Review Committee to twice a
and exploitation of clients in the facility. month, next meeting is June 21, 2016.
1. Immediate Jeopardy was calied for neglect on Direct care staff will be added as
5/26/16 at 3:05 PM for the facility ' s failure: to members to provide additional input.
develop and implement policy addressing Responsible Person(s): Superintendent 6/21/16
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corrective action if violations were verified. (See e .
W149, W153, W154, W155, W157) The facility must develop and implement
W 149 | 483.420(d)(1) STAFF TREATMENT OF CLIENTS W 14| ritien policies and procedures that

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect or abuse of the client.

This STANDARD is not met as evidenced by:
Based on observation, interview and record
review the facility failed to: develop and
implement policy with respect to the provision of
one to one supervision; implement its system for
reporting all allegations; ensure its investigations
into allegations were thorough; ensure protection
from potential harm during the course of its
investigations was provided; corrective action had
been completed in response to incidents to
prevent future reoccurrence. This potentially
affected all clients at the facility.
Findings include:
On 5/24/16 at 9:20 AM, Client 5 was observed at
the facility ' s on-campus day training program
working on floor mats. Client 5 who was sitting in
a wheelchair during this initial observation
demonstrated how he took various colored
material to create patterns for the mats. When
Client 5 was asked if he got paid for his work,
Client 5 responded by saying, "I get paid so
poortly | can ' t pay attention. " A Direct Support
Professional (DSP) (Tim Johnson) was in the
same room with Client 5. Per concurrent interview
with the DSP it was revealed Client 5 was on one
to one supervision and had been on such for
about two years. The DSP stated Client 5 only
used a wheelchair for long distances and could
ambulate. At the time of interview the DSP was

prohibit mistreatinent, neglect or abuse
of the client. Client #5.

The Abuse Neglect Policy has been
revised to ensure individuals are free from
abuse, neglect, mistreatment and
exploitation. All staff have been retrained
on this policy with ongoing competency
based monitoring. Policy will be
distributed to Protection and Advocacy,

Inc, WLRC Guardians, and Human
Rights Committee members.
Responsible Person(s): Administrative

Team

The revised Abuse and Neglect policy
ensures immediate reporting of all
suspected abuse and neglect, thorough and
immediate investigations to prevent
further potential abuse during the
investigations and ensuring appropriate
corrective actions if violations were
verified, Responsible Person(s):
Superintendent

A policy has been developed and
implemented to address  essential
requirements for providing 1:1 staff
supervision. This policy provides detailed
instructions to ensure an individualized
program plan is identified for each client
receiving 1:1 supervision. All staff have
been trained on the policy and on-going
competency  based monitoring s
occutring to ensure staff compliance and

6/15/16

6/15/16
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standing approximately five feet from Client 5.
Per review of the facility * s Wyoming Life
Resource Center (WLRC) General Event Report
(GER) on 5/26/16 commencing at 8:30 AM it was
documented on 5/22/16 shortly after 6:00 PM,
Client 5 was observed riding a three wheel
bicycle on Chittim Road adjacent to the facility
heading towards Highway 789. A staff member
was also riding a bike following Client 5, but
Client 5 continued to make his way toward the
highway which had a posted speed of seventy
MPH. The facility ' s Maintenance Supervisor and
Security Officer used their vehicles and
emergency flashers to alert and slow traffic
around Client 5. Client 5 tried to ram his bike into
the security vehicle. The security vehicle was
pulled forward and off the road. Client 5 shouted
he was going to kill himself and then proceeded
to move his bike into an on-coming traffic lane,
speeding up toward an approaching semi. The
Security Officar grabbed the handlebars of Client
5's bike and turned it toward the edge of the
road. The bike overturned. The Security officer
and Client 5 hit the ground and Client 5 hit the left
side of his head on the curb. The Security officer
and Client 5§ walked back to Client 5 ' s apartment

where he continued to threaten staff, clients and
his own life until 9:00 PM.

Per eyewitness report provided by the Client
Rights Advocate (CRA) it was documented the
CRA pulled over on Highway 789 and turned on
his hazard lights. He described the scene as
Client 5 " going clear across the highway into the
northbound lane, in front of an on-coming semi -
truck. "

Per eyewitness report provided by the
Maintenance Supervisor (MS) it was documented
the MS noticed two bicycles headed down Chittim
Road toward Highway 789. The MS wrote, * |

client safety. Responsible Person(s):
Superintendent, Program Managers 6/13/16

A Client Abuse/Neglect Investigation
policy has been established to provide
uniform policy and procedures for
investigating abuse/neglect allegations.
All investigators and Human Resource
staff will be trained by August 31, 2016.
Responsible Person(s): Human Resource
Manager 6/17/16

WLRC will through incident review and
the QAPl process identify potential
isystemic abuse and neglect. Safety
iCommittee will report to QAPI
{Committee. Safety Committee meeting
scheduled for June 22, 2016. Responsible
Person(s): QAPI Manager 6/22/16

An agenda was developed to be utilized
for all Shift Change Meetings to include a
reminder to staff to immediately report
any suspected abuse or neglect. All Area
Unit Supervisors and Shift Supervisors
will be trained on the use of this agenda.
Responsible Person(s): Program
Managers 6/17/16

Administrator On-Call will make rounds
at least one time during each weekend to
provide ongoing monitoring of the 1:1
supervision  policy. Responsible
Person(s): Administrative On-Call Team 6/10/16

| ;
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watched as they dipped out of sight thinking
surely that if it had been a client, whoever the
staff was that was with them would stop them
before they reached the highway. But what | saw
was alarming. | saw (who later was identified as
Client 5) shoot across the highway on the trike.
He was not being immediately followed by anyone
and at that time | called security. " The MS
opined Client 5 " does not possess the
coordination skills to outmaneuver staff off this

. campus. Almost anyone could have caught him
| and stopped him from entering the highway,

| either by grabbing the baskets on the back of the

bike and grabbing the handle bars. Perhaps
however, for the sake of client and staff safety,
any and all measures should be taken to insure
that no client ever reaches the main highway, |
think it is imperative that everyone on campus
knows that if they witness a client attempting to
leave the property they stop them by whatever
means necessary for the clients own safety. "
The employee responsible for Client 5 was a shift
supervisor who worked voluntary overtime on his
day off to accommodate not having enough staff.
He was interviewed on 5/26/15 at 10:15 AM. It
was revealed during this interview Client 5 was on
1:1 supervision and lived in an apartment by
himself. During the day on 5/22/16, Client 5 was
taken out in the community for an excursion. The
S8 explained Client 5 was put in the van near
Home 401. The SS had to leave Client 5 alone in
the van for a brief time while he retrieved the key
which was kept in 401. The SS revealed Client 5
was not allowed to enter other residences due to
his past history of aggression. The SS drove
Client 5 by himself in the van to get Client5's
soda refilled.

At 11:45 AM, the SS had to leave the apartment
to enter Home 402 to obtain Client 5 ' s funch. For

W 149: W-149 Continued

The revisions in the Abuse Neglect Policy
will ensure that all staff alleged for abuse
neglect are placed on Administrative

| Review Leave pending the completed
investigation. The Area Unit Supervisor
and Program Managers will monitor for
violations of this policy. Changes in
Abuse and Neglect policy address this
issue.  Responsible Person(s); Human |
Resource Manager 6/13/16

All Behavior Support Plans for clients
currently  identified requiring 1:1
, supervision to clearly identify 1:1
; responsibilities.  Responsible Person(s):
' Program Managers 6/17/16

Review all Behavior Support Plans
(including 1:1) to determine staffing
needs. Monitoring will include leisure
time, meal time and morning routines.
Responsible Person(s): Program
Managers [ 621/16
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about a minute, Client 5 was again without one to
- one supervision. When the SS was asked if one

i to one supervision was provided during the
retrieval of keys to the van, or when he obtained
the lunch tray for Client 5 from the adjoining
residence, the SS remarked, " No. " Client 5
asked the SS if they could go out into the
community again to which the SS agreed. This
time the 8S and Client 5 stopped at the employee
"s home so the SS could obtain some money.
For another brief time, Client 5 was left alone in
the van while the SS obtained his money. When
Client 5 and the SS returned to the facility the SS
parked the van by 401 and left Client 5 in the van
while he returned the keys.

A second shift employee was assigned to work
with Client 5, but Client 5 became agitated
claiming he did not want to work with that staff
member. The SS volunteered to switch
assignments and continued working overtime with
Client 5. The SS rec ' d a personal phone call at
5:50 PM where he stepped outside of the i
| apartment to take the call. The SS retrieved his i
. phone during the interview and stated the call

| lasted 1 minute and 42 seconds.

At 6:05 PM, Client 5 became more agitated
threatening to harm himself and others, including
killing all the clients in Home 402. He got on his
tricycle and proceeded to ride away from the :
residence. The SS followed him on bike and
verified the drive onto Chittim Road and the
subsequent entrance onto Highway 789. The SS
conveyed Client § crossed the highway on his
bike without looking.

When the SS was asked if he had tried to
intervene with Client 5 before Client 5 made it to
the highway, the SS explained he was not sure
what to do because he had never encountered a
situation like that and he was concerned about
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the type of techniques that could be used. The
§S explained there were no specific procedures
outlined for Client 5 should an elopement occur.
Per interview with Client 5 ' s Behavior Specialist
(BS) on 5/26/16 at 11:30 AM with Client5's
Behavior Support Plan (BSP) available for review,
the BS was asked if the plan identified
expectations for 1:1 supervision with respect to
the distance staff must maintain when working
with him. He was also asked if there were
provisions for leaving the assignment even for
brief periods of time, or whether or not there had
been any consideration about a driver performing
1:1 supervision while driving Client 5 around
town. The BS explained the BSP identified things
that should be done with Client 5 when he was on
1:1 supervision, but there was no detailed level of
specificity with respect to how 1:1 supervision
was expected to be maintained in those events
queried.

When the BS was asked if physical interventions
were addressed in the plan outlining techniques
that could be used if Client 5 tried to leave the
campus, the BS explained an escort procedure
could have been used, but it was not specific to
the current version of the BSP dated 5/17/16 as

i elopement was not a target behavior. When

asked if Client 5 had any elopement issues the
BS explained Client 5 threatened to grab hold of
the steering wheel back in January of 2016, but
he was not in a vehicle at the time. The BS also
identified during the week prior to the event of
5/22/18, Client 5 left the home on foot stating he
wanted to leave the facility and never return. Staff
members were with him and were able to
convince him to return to his apartment, but Client
5 still made it all the way to the front gate which is
adjacent to Highway 789.

Immediate Jeopardy was called on 5/26/16 at
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3:05 PM for the facility ' s: lack of clear
instructions to staff regarding the performance of
1:1 supervision in the areas of obtaining lunch,
getting vehicle keys, driving alone in a vehicle
with Client 5 and employee breaks; lack of clear
notifications to ancillary staff members in the
event of emergent life threatening situations; the
lack of a program plan update that included
assessment and interventions related to all
current target behaviors.

The facility preserited its abatement plan on
5/27/16 which included: development of a
comprehensive policy for special observations
and procedures providing specific guidelines and
expectations for one to one supervision; a Safety
Response Team and policy to direct staff in both
behavioral and medical emergency safety
responses including drills; a revision to Client5's
behavior support plan which included all current
target behaviors and associated interventions.
Immediate Jeopardy was lifted on 5/27/16 at
12:30 PM.

The facility policy titled " Client Rights and
Protection " was reviewed upon presentation on
5/23116. It stated, " The purpose of this policy is
to provide guidelines for identifying, reporting and
responding to actions, which may be considered
abuse, neglect, or rights violations by staff,
volunteers, visitors, or others toward a client living
at WLRC.

Reporting - Under " 9" it stated, " if an

; employee witnesses a potential act of

abuse/neglect and fails to report it to the proper
authority, he/she may be subject to disciplinary
action as well as consequences outlined in the
Wyoming Adult Protection Services Statute. "
Under " Procedure " it stated, " Employees who
have witnessed abuse, neglect, or have been told
about the abuse or neglect by clients or other

W 149
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staff shall immediately make a report to the
Superintendent, Administrator on Callf or the
Client Rights Advocate. "
Per review of incidents identified on the facility ' s
Abuse/Neglect/Rights Referral Reports generated
between March 21st, 2016 and May 18th, 2016 it
was determined ten of thirty seven incident
reports requiring immediate notification to the
facility director were deemed late.
Per interview with the Client Rights Advocate
(CRA) on 5/27/16 commencing at 9:25 AM the
CRA was asked to comment on the number of
late reports identified since March 21st, 2016.
The CRA opined reporting was a longstanding "
systemic issue. " He articulated brand new
people have a fear to report and experienced
staff turn the other way until guilt sets in. The
CRA also identified some of his training initiatives
where he has spoken to various groups about
reporting requirements. The CRA further opined
evenings and weekends as the times when most
late reporting had occurred. To address this
problem the CRA also explained the recently
instituted Administrator on Call (AOC) system
hoping that its initiation would allay the issue of
late reporting. !
Thoroughness -The facility policy was absent of
any guidelines addressing how to conduct a [
thorough investigation. Per review of incidents
identified on the facility ' s Abuse/Neglect/Rights I
Referral Reports dated March 21st, 2016 through
May 18th, 2016 it was determined eight of thirty
seven incident reports investigated were not :
thorough. i
Per interview with the CRA on 5/27/16 !
commencing at 9:25 AM the CRA explained he i
has put together a " how to do list" for |
|
{

investigations including pertinent and relevant
information, but also acknowledged specific
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! pieces on how to conduct a thorough

. investigation were not identified in policy.
Protection during Investigations - With respect to
prevention of further potential abuse while an

. investigation is in process the facility policy stated
under B.2.b. - " Immediately temporarily separate
- an accused staff from clients. " It further stated
under 3 - " The Superintendent and Client Rights
Advocate will assess the situation for the
immediate interventions needed and take
appropriate administrative action to prevent
further potential abuse while the investigation is in
progress. "

Per interview with the CRA on 5/27/16
commencing at 9:25 AM the CRA opined the
facility has gotten better in this aspect and then
offered an explanation regarding the decision to
return the staff member potentially negligent in
the weekend elopement of Client 5 back to work
prior to the completion of the facility investigation.
Per the CRA the staff member was not viewed as
a threat to clients and was only in contact with
clients for three hours when the staff member
was allowed to work in Home 401 on 5/26/16.
The CRA explained the reason for this decision
was related to a staff shortage that morning.
Corrective Action - The facility policy does not
address where corrective action is to be
maintained. Per review of incidents identified on
the facility ' s Abuse/Neglect/Rights Referral
Reports dated March 21st, 2016 through May
18th, 2016 it was determined the status of
corrective action in response to two incident
reports with recommendations was not
identifiable.

Per interview with the CRA on 5/27/16
commencing at 9:25 AM the CRA admitted he
does not do any follow-up on proposed or
completed corrective action taken in response to

t
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